Introduction {#sec0005}
============

Chronic lateral dislocation of the patella is a rare condition that is usually congenital or acquired in origin.[@bib0050] Acquired causes are usually secondary to recurrent trauma about the knee, in patients who have predisposition for patellar dislocation. Femoral or tibial shaft fracture with valgus or external rotation malunion will exaggerate the valgus vector and increase this predisposition for dislocation.[@bib0055]

The neglected chronic patellar dislocation leads to progressive genu valgum and external tibial torcion deformities with subsequent gonarthrosis, which becomes painful and debilitating. Valgus malalignment of the lower extremity, a laterally dislocated patella, and a weak active knee extension are the typical physical findings.[@bib0060]

There is no consensus regarding treatment of these patients, but total knee arthroplasty (TKA) is a useful therapy in cases of painful symptomatic gonarthrosis.[@bib0065] Surgical reconstruction can be technically demanding and requires attention to restoring the extensor mechanism realignment, soft tissue balancing, good patellar tracking, as well as correction of the bony deformities present in the severe valgus knee.[@bib0055], [@bib0070] Another concern is about the potential for osteonecrosis of the patella due to disruption of its blood supply during medial parapatellar approach and when performing extensive lateral release of the extensor mechanism.[@bib0050], [@bib0060], [@bib0075]

Only one report showed that subvastus approach and lateral release may be a valid option for TKA in patients with chronic post-traumatic patellar dislocation since it allows the correction of valgus deformity and patellar tracking without interrupting vascular blood supply of patella.[@bib0050]

We report a case of TKA and extensor mechanism realignment without patellar resurfacing in a patient with genu valgum and chronic post-traumatic patellar dislocation.

Case report {#sec0010}
===========

A 59-year-old woman with severe left knee pain, which she had experienced for 10 years, was referred to our Hospital. Pain has gradually worsened over the last 3 years because of a traumatic dislocation of patella. Ambulation and stair climbing were difficult for her but she could walk without support. She has no relevant family history or congenital disease. Conservative treatment with analgesics, anti-inflammatories and physiotherapy for muscle strengthening was not effective.

On examination, there was slight quadriceps atrophy in the left knee, partially reducible valgus deformity, passive range of motion from 0° to 100° with painful crepitus of lateral compartment and extension lag of 10°. The patella was dislocated laterally and it could not be reduced at full extension ([Fig. 1](#fig0005){ref-type="fig"}). Minimal patellar mobility during flexion and extension was observed. No effusion was palpable and no signs of instability or ligamentous deficiency were observed.

A standing anteroposterior radiograph of the knee showed valgus deformity and osteoarthritic changes in all compartments with almost complete loss of the lateral joint space; lateral radiograph revealed that the patella was not in the anterior portion of the knee; skyline view radiograph showed a completely dislocated patella and its direct contact with the outer border of the lateral femoral condyle ([Fig. 2](#fig0010){ref-type="fig"}).

Surgical technique {#sec0015}
------------------

She underwent a TKA on the left knee (Medial Pivot, Wright Medical Technology, Inc.). A midline longitudinal skin incision was made over the patella in a subvastus approach with the objective to protect patellar circulation. The patella was located in the lateral gutter of the knee and the lateral femoral condyle was hypoplastic.

Distal femur was cut perpendicular to the mechanical axis (5° valgus), and tibia was cut perpendicular to its the long axis. Femoral component rotation was set based on the posterior condylar axis, biepicondylar line and Whiteside line. Tibial component was also slightly externally rotated relative to tibial anterior tubercle. Patella resurfacing was not performed because of its thickness (9 mm).

An extensive lateral release was performed beginning proximally in vastus lateralis and extending distally to the tibial tuberosity obtaining a patellar tracking centered in the femoral groove ([Fig. 3](#fig0015){ref-type="fig"}). Iliotibial band was also lengthened with the use of pie-crusting technique. Distal realignment by tibial tubercle transfer was not necessary. Total surgical time was 95 minutes.

The patient was allowed immediate weight bearing on first postoperative day. Rehabilitation program included quadriceps strengthening exercises and gradually increasing knee motion from full extension to 120° flexion with no extensor lag.

At 2 years postoperatively follow up, the patient was satisfied with the surgery and pain free during active knee motion and weight bearing activities ([Fig. 4](#fig0020){ref-type="fig"}). The patient\'s Knee Society score (KSS)[@bib0080] improved from preoperative values of 49 to 93 postoperatively.

A Technetium-99 m methylene diphosphate bone scan was done to assess the patellar viability and showed hypercaptation on the left patella with preserved vascularization after 2 years postoperatively ([Fig. 5](#fig0025){ref-type="fig"}).

Discussion {#sec0020}
==========

Considerable functional disability is associated with chronic post-traumatic patellar dislocation. There is no consensus regarding treatment of neglected patients and there are only very few reports in literature, but TKA is a useful therapy in patients that have developed painful symptomatic gonarthritis.[@bib0065] TKA in this group of patients requires major problems to be addressed: dislocated extensor mechanism and valgus deformity.[@bib0055]

Many techniques of proximal (V-Y quadricepsplasty, Z-plasty, Vulpius technique) and distal realignment have been described and are usually required to relocate the patella and realign the extensor mechanism.[@bib0060], [@bib0065], [@bib0070] Some authors[@bib0085] reported total knee arthroplasty without an attempt to relocate the extensor mechanism as a surgical option, but the effects of neglecting patellar stability on component survival and functional results at long-term follow-up are unknown. In our case isolated lateral release was performed from the muscle fibers of the vastus lateralis to the tibial tuberosity with a satisfactory patellar tracking.

Another concern is the potential for osteonecrosis of the patella due to the extensive release of the extensor mechanism[@bib0060], [@bib0075] with transection of the lateral geniculate arteries (superior and inferior) or due to medial parapatellar approach, which separates the vastus medialis from the patella and results in the loss of the vascular supply by the medial geniculate arteries (superior and inferior) or descending geniculate artery.[@bib0050] In our case we performed the subvastus approach, which permits preservation of the descending geniculate artery, similar that previously described by In et al.,[@bib0050] associated with a controlled lateral release, achieving an adequate patellar tracking. One alternative that could also improve tracking would be resurfacing the patella, but due to its small thickness it was left intact.

Even though our case has two-year follow up it might be not enough time to address all possible patello-femoral complications. Noorpuri and Maqsood[@bib0075] found a patellar necrosis seven years after a TKA and Helito et al.[@bib0090] reported a migrated patella nine years after TKA, that is why surgeons must do a periodic radiographic control of these patients.
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![Preoperative clinical photography showing a completely dislocated patella.](gr1){#fig0005}

![Preoperative anteroposterior, lateral and skyline radiographs of the left knee.](gr2){#fig0010}

![Intraoperative photography showing the patella centrally placed in the groove of the femoral component.](gr3){#fig0015}

![Radiographs of the last follow-up evaluation: anteroposterior and lateral views of the left knee.](gr4){#fig0020}

![Technetium-99 m bone scan showed preserved patellar viability. Anterior, medial and lateral views of the left knee.](gr5){#fig0025}
